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MEMORANDUM

TO: The Honorable Mark D. Sickles
Chair, Joint Subcommittee for Health and Human Resources Oversight

The Honorable George L. Barker
Vice Chair, Joint Subcommittee for Health and Human Resources Oversight

FROM: Karen Kimsey
Director, Virginia Department of Medical Assistance Services

SUBJECT: Medicaid Payment Policy and Care Coordination Workgroup Report due November 1,
2021 This report is submitted in compliance with Item 313 YY of the 2021 Appropriation Act, which
states:

The Department of Medical Assistance Services shall convene a workgroup to evaluate and develop strategies and
recommendations to improve payment policies and coordination of care in the Medicaid program to encourage the
effective and efficient provision of care by providers and health care systems serving Medicaid members. The
workgroup shall include representatives from the Virginia Hospital and Healthcare Association, hospitals, the
Virginia Association of Health Plans, managed care organizations, emergency department and primary care
physicians, and other stakeholders deemed necessary by the department. The workgroup shall: (i) evaluate the
appropriate coordination of services and cooperation among Medicaid managed care organizations (MCOs),
hospitals, physicians, social services organizations, and nonprofit organizations to achieve a reduction in hospital
readmissions, improved health outcomes, and reduced overall costs of care for conditions with high rates of
hospital readmission in the Medicaid program; (ii) examine the role of hospital discharge planning and MCO care
coordinators in assisting Medicaid beneficiaries with access to appropriate care and services post-discharge and
other factors that may contribute to higher rates of readmission such as social determinants of health that could
impact a patient's readmission status, (iii) assess the effectiveness of past and current mechanisms to improve
outcomes and readmission rates by hospitals and health care systems and best practices and models from federal
programs and other states, (iv) assess how to prevent inappropriate utilization of emergency department services,
(v) examine the role of MCO care coordinators in assisting Medicaid beneficiaries access to appropriate care,
including Medicaid beneficiary access to and the availability and use of alternative non-emergency care options,
adequacy of MCO provider networks and reimbursement for primary care and alternative non-emergency care
options, and the effectiveness of past and current mechanisms to improve the use of alternative non-emergent care
by Medicaid beneficiaries, (vi) evaluate the impact of freestanding emergency departments and hospital emergency
department marketing on emergency



department utilization along with lower-cost options for triage of non-emergency cases to alternative settings;
(vii) consider other states efforts to address emergency department utilization, including the use of medical
and health homes, alternative primary care sites, and programs to coordinate the health needs of “super-
utilizers"; and (viii) consider strategies to engage in value-based payment arrangements and other forms of
financial incentives to encourage appropriate utilization of services and cooperation by health care providers
and systems in improving health care outcomes, including a review of designated Performance Withhold
Program measures, Clinical Efficiency measures, and other existing or potential programs. The department
shall provide data on emergency room utilization and hospital readmissions of Medicaid beneficiaries to the
workgroup to assist in its evaluation and analysis. The department shall report on the workgroup's findings

and recommendations to the Joint Subcommittee for Health and Human Resources Oversight by November 1,
2021.

Should you have any questions or need additional information, please feel free to contact me at (804) 786-
8099.

KEK/
Enclosure

pc: The Honorable Daniel Carey, M.D., Secretary of Health and Human Resources
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Emergency Department and Hospital Readmissions Trends in Virginia

To assess the ED utilization and hospital readmissions in the Commonwealth, DMAS, Virginia Health Information (VHI),
and the VHHA provided data to the workgroup highlighting trends in Medicaid, Commercial, and Medicare populations.
The workgroup reviewed this information to establish a baseline understanding for relevant utilization and trends and
identify additional foundational analyses to inform the workgroup.

Emergency Department (ED) Utilization
EDs are an important part of the health care system, treating

people suffering from serious, acute problems that need Figure 1: Potenially
immediate care. However, many people use EDs for health Preventable/Avoidable ER Visits in
problems that can safely and effectively be treated in a PCP’s Managed Care (CY 2019)

office or urgent care clinic for a fraction of the cost.

Additionally, many ED visits are avoidable through more 62.200

proactive and effective management of member conditions. 17%
Many more emergent manifestations of illnesses and/or chronic
conditions can be appropriately treated through routine care in
lower acuity settings to avoid the need for an ED level of care.
Recognizing that only a portion of ED visits are potentially
preventable and/or avoidable, DMAS and Mercer (DMAS
Actuary) created a clinical efficiency (CE) measure for MCOs to

focus on ED visits that research indicates can be avoided and/or

= Medallion 4.0 CCC+

prevented through the provision of consistent, evidence-based
primary care, proactive care management, and/or member
health education. Although the CE measure for potentially preventable and/or avoidable ED visits captures a broad list
of diagnoses, it is not exhaustive and does not include behavioral health related diagnoses, which can also result in
significantly higher rates of ED utilization.

To measure MCO performance, DMAS presents the rate of potentially preventable/avoidable ED visits per 1,000
member months (MM). This rate allows for comparisons among MCOs, regions, age groups, and programs in a way that
adjusts for varying levels of enrollment. These analyses are not intended to imply that members did not need or should
have been denied access to care in the ED. Instead, the analyses reflect the objective that more effective, efficient and
innovative managed care could have prevented or preempted the need for some members to seek care in the ED.

In calendar year (CY) 2019, DMAS identified approximately 375,227 potentially preventable/avoidable ED visits in
Medicaid managed care through the ED CE Measure, as compared to over a million total ED visits in CY 2019 under
Virginia Medicaid. Of those 375,227 potentially preventable/avoidable ED visits, 83% were in Medallion 4.0 and 17%
were in CCC+ (Figure 1). Most of these visits occur in the Medallion 4.0 program because Medallion enrollment is about
eight times larger in than CCC+. The CCC+ program experienced a rate of 43.1 potentially preventable/avoidable ED visits
per 1,000 MM compared to 27.0 in the Medallion 4.0. Although Medallion 4.0 has more total visits, the relatively higher
level of medical complexity for members in CCC+ contributes to this program having a higher relative rate of potentially
preventable/avoidable ED visits.
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Total and Potentially
Preventable/Avoidable ED Rates by
Region, Age, and Medicaid Expansion
As illustrated in Figures 2 and 3, ED CE
rates tend to vary across region and age
group, with the membership in both
Medallion and CCC+ experiencing the
same regional variation patterns.

When looking across the six regions,
potentially preventable/avoidable ED visit
rates are highest in Central and
Southwest Virginia and lowest in the
Charlottesville/Western and
Northern/Winchester regions for both
Medallion 4.0 and CCC+. Rate patterns
vary by age groups across both programs,
with the highest concentration of any
group occurring in CCC+ members age 35-
54 years, and members age 20-34 years
experiencing the highest rates in
Medallion 4.0 (Figure 3).

As illustrated in Figure 4, the ED CE rate
also varies between Medicaid expansion
and base Medicaid members, with
expansion members experiencing higher
relative rates under both Medallion 4.0
and CCC+. CY 2019 represents the first
year of expansion, introducing a new
population of Virginians into the Medicaid
program. Differences between the
Medicaid expansion population and the
base population are expected due to the
differences in health care risk and needs
among the two populations (e.g., the
base population includes children), as
well as the likely lower familiarity with
health insurance than the base
population in the first year of expansion.
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Figure 2: Potentially Preventable/Avoidable ER Visits Rate by
Region, Managed Care, (CY 2019
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Figure 3: Potentially Preventable/Avoidable ER Visits Rate by
Age, Managed Care (CY 2019)
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Figure 4: Potenially Preventable/Avoidable ER Visits
Rates by Medicaid Expansion Eligibility (CY 2019)
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While the DMAS ED CE measure targets a
certain slice of ED utilization, VHHA
provided data illustrating trends in total
ED visit patterns. Figure 5 depicts VHHA’s
measure of total Medicaid ED visits by zip | .
code and shows the higher volume of
total ED visits clustered around more
densely populated areas. One notable
exception here is the lower relative
volume of ED visits in the northern
Virginia area. Similarly, Figure 6 shows
the DMAS’ ED CE measure by county, ey
depicting a similar pattern to the VHHA CNTD(Dkey)
data with higher volume adjusted rates g

in certain urban areas. In addition to

Figure 5. Total Medicaid ED Visits by Zip Code

4 s

S ]
Tk
u(ﬁtﬁﬁﬁh ?

Medicaid Payment Policy and Care Coordination Workgroup Report

22,409

Figure 6. Potentially Preventable ED Visits by County, with Hospital Locations

higher volumes around some more
densely populated areas, Figure 6 also
illustrates higher relative ED CE rates in
certain rural areas of the state after
adjusting for member volume. The red
dots in Figure 6 depict hospital locations.

ED Utilization Measures by Diagnosis and
Chronic Condition

Below are the top 10 diagnosis codes -
associated with DMAS’ ED CE measure,

LANE/MM

151 54.77
Hospital

locations

out of a possible 790 diagnosis codes considered in the measure as potentially preventable, avoidable, and/or medically
unnecessary with proactive and effective management of member conditions. The top 10 diagnosis codes account for
35% of potentially preventable/avoidable ED visits in Medallion 4.0 and 32% in CCC+. This measure does not include ED

visits related to behavioral health.

Table 1. Top Ten Diagnoses for Potentially Preventable/Avoidable ED Visits in Medallion 4.0 and CCC+, CY 2019

Medallion 4.0

CCC+

Diagnosis # of potentially
preventable/avoidable

ED Visits

Diagnosis

# of potentially
preventable/avoidable
ED Visits

Acute upper respiratory

Acute upper respiratory

specified

infection, unspecified 31,290 infection, unspecified 3,169
- - Urinary tract infection, site
A h f 13,317 ! 2,654
cute pharyngitis, unspecified 3,3 ek Spadiet ,65
Urinary tract infection, site not 10,907 | Headache 2,406
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Medallion 4.0 CCC+

Headache 9,707 | Low back pain 2,284
Streptococcal pharyngitis 8,891 | Acute bronchitis, unspecified 1,952
Chronic obstructive

Nausea with vomiting,

. 8,710 | pulmonary disease with 1,719

(acute) exacerbation

Influenza due to other identified . .
Nausea with vomiting,

influenza virus with other 7,443 i 1,673
. . . unspecified

respiratory manifestations

Acute bronchitis, unspecified 6,729 | Unspecified abdominal pain 1,550
Cough 6,598 | Acute pharyngitis, unspecified 1,212
Low back pain 5,944 Type 2 dlabe'Fes mellitus with 1,203

hyperglycemia
, Percentage of all potentially

Percentage of all potentially 35% | preventable/avoidable ED 32%

preventable/avoidable ED Visits Visits
Table 1 Note: These analyses are not intended to imply that members did not need or should have been denied access to EDs. Instead, the analyses
are designed to reflect the objective that more effective, efficient, and innovative managed care could have prevented or preempted the need for
some members to seek care in the ED. This analysis identifies visits that could have occurred in a lower acuity setting or been avoided through the
provision of consistent, evidence-based, primary care, proactive care management, and health education.

Data from the Emergency Department Care Coordination (EDCC) tool provided by VHI, shows 71% of patients with 10 or
more ED visits also have a behavioral health diagnosis (Figure 7). Although the EDCC data includes all patients, it does
illustrate the concentration of behavioral health among high- ED utilizers in the Virginia. VHHA conducted additional
analyses observing total volumes associated with the top 20 chronic conditions for ED visits and top 20 primary
diagnoses by payer (Figures 8 & 9); depicting Medicaid, Medicare, and Commercial ED visits. This data illustrates a
broader picture of ED visits by volume and demonstrates the prevalence of behavioral conditions such as anxiety
disorders, depression, depressive disorders, and alcohol use in total ED visits across all payers—including Medicaid
(Figure 8).
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The broader view of total volume
provided by VHHA offers additional

Figure 7. Patterns Associated with High ED utilization in Virginia (VHI)
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Diagnosis

utilization. Although behavioral

Rising Risk 10-14 11 1
health, alcohol, and substance use -
disorder diagnoses are not included in 5 i

DMAS’ CE measure, they remain

High Utilization 20-29

important conditions to consider in
evaluating underlying drivers for ED o
use among Medicaid members. Nearly

half of ED visits for Tobacco Use and super Uilization. 5074
Asthma were for Medicaid members,

and about a third of visits for anxiety

75-99

and depression were for Medicaid Extreme Utization 100+
members (Figures 8 and 9).

Grand Total 253,068

Figure 8. Percentage of ED Visits by Top Chronic Conditions, Q2 2019 — Q1 2020 (VHHA)

Ccwdesc =
HYPERTENSION 52.36% 18.14% 29.50%
TOBACCO USE 20.81% 46.74% 32.45%
DIABETES 52.32% 19.70% 27.98%
HYPERLIPIDEMIA 59.95% 11.02% 29.03%
CHRONIC KIDNEY DISEASE 58.36% 15.47% 26.17%
ISCHEMIC HEART DISEASE 68.10% 12.15% 19.75%
CHRONIC OBSTRUCTIVE PULMONARY DISEASE AND BRONCHIECTASIS
DEPRESSION 33.48% 35.44% 31.08%
DEPRESS|VE DISORDERS 33.59% 35.34% 31.07%
OBESITY 32.24% 30.74% 37.03%
RA/OA (RHEUMATOID ARTHRITIS/OSTEOARTHRITIS) 59.49% 15.62% 24.89%
ANEMIA 45.20% 25.57% 29.22%
MIGRAINE AND CHRONIC HEADACHE 18.32% 31.75% 49.92%
ALCOHOL USE DISORDERS 18.78% 41.27% 39.95%
0% 10% 20% 30% 40% 50% 60% 70% 80% S0% 100%

% of Total Distinct count of Dkey

Payer Category
B vedicare M Medicaid Il commercial
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Figure 9. ED Visits by Top 20 Primary Diagnoses and Payer (VHHA)
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